Subjects and methods
Six hundred and eighty-seven hearts were studied by the histological technique of Lenegre and Chevalier (i95i). These hearts principally came from patients with heart disease, most of whom had ventricular conduction disturbances as well. From a single block sections were made in the frontal plane through the interatrial and interventricular septum; these were reported in detail elsewhere (Brechenmacher et al., I974) . In this case the tracts originate in the interatrial septum and descend vertically, skirting the right lateral surface of the atrioventricular node, to penetrate the first part of the atrioventricular bundle at the point where the tracts of the latter were already parallel and where the atrioventricular bundle was beginning to penetrate the central fibrous body.
In the second case, not previously published, the atrio-His bundle tracts likewise descend vertically from the interatrial septum and skirt the right lateral surface of the atrioventricular node. Unlike the preceding case, the atrio-His bundle tracts penetrate the lower part of the atrioventricular bundle at the site of its branching. The cells which form these tracts are long, rectangular, and have the same appearance as those of the atrioventricular bundle (Fig. i) , but are, however, approximately perpendicular to it. Its distribution is indicated diagrammatically in Fig. 2 .
Discussion
It is interesting to compare the histological findings with the electrocardiographic appearances. In the first case (Brechenmacher et al., 1974 ) the PR interval was rather short (o.i2 s) and the QRS complex was narrow (o.o8 s) (Clerc, Levy, and Cristesco, I938) ; the patient died from supraventricular tachycardia with rapid ventricular response. The present patient had also suffered from paroxysmal tachycardia. In this case the electrocardiogram showed a longer PR interval (o. This correlation of histology with the electrocardiogram shows that, when atrio-His bundle tracts are present, a short PR interval may be recorded on the electrocardiogram but that a normal or long PR interval may also occur. In this second case two hypotheses may be formulated. Either i) the A-H fibres were not functional: supporting this hypothesis is our observation that distinctly fewer A-H fibres were present in this case than in the case with the short PR interval; or 2) possibly a short PH interval was compensated by a long HV interval: this explanation is suggested by the presence of lesions at the level of the two bundlebranches. Only with a recording of His bundle activity would it have been possible to distinguish between the two hypotheses.
Unlike atrionodal tracts, which exist in all hearts and which have already been described (James, I96I) transmitted to the ventricles by these atrio-His bundle tracts, as happened in the first patient, causing death.
